CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 1

atl PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
b ad » Go To:
. Exit Exit (No
Previous Next (validate) Validate)
Do you offer a Deductible? Do you include 14a Medicare-covered Zero Dollar Preventive Services as part
of your OOM Medicare-covered Services Deductible?
" ves
~ Mo i ves
i No

What is the amount of your Deductible?

Selectthe Service Categories thatapply to your Deductible (Optional
In-Metwork Medicare-covered benefits

o [T In-Metwork Mon-Medicare-covered benefits

¢~ Medicare-Defined Part Aand B Deductible [T Out-of-Metwork Mon-Medicare-covered benefits

-~

7 Medicare-Defined Part A Deductible amount
Medicare-Defined Part B Deductible amount

amount combined as a single deductible Does the Deductible apply to all In-Metwork Medicare-covered benefits 7

Other, Indicate amount 7 ves

Indicate Deductible Amount: Mo

Hold down the CTRL key on your keyboard while selecting the coverage aptions

How is your combined Medicare-defined Part A and B with your MOUSE. After selecting ALL of your options release the CTRL key on
Deductible applied? your keyboard.
" Single Deductible Select all ofthe In-Metwork Medicare-covered Service Categories to which the

Deductible applies:
Differentially applied to PartAand Part B

{ Medicareservices, reflecting Original Medicare la: Inpat!ent Husp!‘tal-Acute. . ~
payment structure. 1b: In.patlent Hpsprtal I_:'_sychlatrlc
2: Skilled Nursing Facility (SMNF})
LPPO and RPPO plans must include ALL OON Medicare- 3-1: Cardiac Rehabiltation Services
covered Services in the Deductible; 14a preventive services 3-2: Intensive Cardiac Renhabiltation Services
may not be included in the In-Metwork deductible. Ifthe plan 3-3: Pulmonary Rehabilitation Services
chooses to use the 2020 Criginal Medicare amounts, please 3-4: SET for PAD Services
verify that any differential deducfibles that are selected will S: Partial Hospitalization
not exceed the 2020 Original Medicare amounts that will be &: Home Health Services
released by CMS. Ta: Primary Care Physician Services
Tb: Chiropractic Services
Tc: Occupational Therapy Services
Td: Physician Specialist Services
Te: Mental Health Specialty Services b
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CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 2

ot PBP Data Entry Systermn - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
5 b o %
Exit Exit (No
Previous Next (Vvalidate) Validate)
I
Hold down the CTRL key on your kevboard while selecting the coverage Hold down the CTRL key on your keyboard while selecting the coverage options
aptions with your MOUSE. After selecting ALL of your opfions release the with your MOUSE. After selecting ALL of your options release the CTRL key on your
CTRL key on your keyboard. keyboard.
EOE;rﬁr;e?Deductlme apply to all In-Metwork Mon-Medicare-covered Does the Deductible apply to all Qut-of-Network Non-Medicare-covered benefits ?
enefits?
i ves
" es Mo
" Mo
Select all of the In-Metwork Non-Medicare-covered Service Categories Select all of the Out-of-Metwork Mon-Medicare-covered Service Categories to
to which the Deductible applies: which the Deductible applies:
1a: Inpatient Hospital-Acute ~ 1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Psychiatric 1b: Inpatient Hospital Psychiatric
2: Skilled Mursing Facility (SNF}) 2: Skilled Mursing Facility (SNF})
3-1: Cardiac Rehabilitation Services 3-1: Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabilitation Services 3-Z: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services 3-3: Pulmenary Rehabilitation Services
3-4: SET for PAD Services 3-4: SET for PAD Services
4c: Worldwide Emergency/Urgent Coverage 4c: Worldwide Emergency/Urgent Coverage
Tb: Chiropractic Services Tb: Chiropractic Services
TT. Podiatry Services TT. Podiatry Services
8d: Outpatient Blood Services 8d: Outpatient Blood Services
10b: Transpertation Services 10b: Transpertation Services
13a: Acupuncture 13a: Acupuncture
13b: Over-the-Counter (OTC) tems 13b: Over-the-Counter (OTC) tems
13c: Meal Benefit 13c: Meal Benefit
13d: Other 1 13d: Other 1
13e: Other 2 13e: Other 2
13f: Other 3 13f: Other 3
13g: Dual Eligible SMPs with Highly Integrated Services 13g: Dual Eligible SMPs with Highly Integrated Services
14b: Annual Physical Exam 14b: Annual Physical Exam
14c: Other Defined Supplemental Benefits 14c: Other Defined Supplemental Benefits
15: Medicare Part B Rx Drugs 15: Medicare Part B Rx Drugs
‘16a: Preventive Dental ‘16a: Preventive Dental
16b: Comprehensive Dental 16b: Comprehensive Dental
17a: Eye Exams 17a: Eye Exams
17b: Eyewear b 17b: Eyewear b
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CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 3

gl PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
3 il b
. Exit Exit (No
Previous Next (Validate) Validate)

Do you have differential service category-level deductibles in additionto
your In-Network Plan-level Deductible?

i ves
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all of the Service Categories to which the differential deductibles
apply:

1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3: Cardiac and Pulmonary Rehabilitation Services

4c: Worldwide Emergency/Urgent Coverage

5: Partial Hospitalization

6: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

7d: Physician Specialist Services

Te: Mental Health Specialty Services

Tf: Podiatry Services

Tg: Other Health Care Professional

Th: Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services

Tk: Opioid Treatment Program Services

2a: Diagnostic Procedures/Tests/Lab Services

b Outpatient Diagnostic/Therapeutic Radiological Services

Sa1: Outpatient Hospital Services

9aZ: Observation Services

Sb: Ambulatory Surgical Center (ASC) Services b
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CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 4

File Help

>

Previous Next

—
—
—

—
—
—

—
—
—

Indicate Differential Deductible Amounts for Inpatient Hespital
-Acute Services Tiers 1, 2, and 3, where appropriate:

Indicate Differential Deductibie Amounts for Skilled Nursing
Facility (SMF) including Tiers 1,2, and 3, where appropriate: Services:

! PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

o » Go To: |ENET
Exit Exit (No
(Validate) Validate)

Indicate Differential Deductible Amount for Cardiac and Pulmonary
Rehabilitation Services:

Indicate Differential Deductible Amount for ide Emerg MUrgent
Coverage:

Indicate Differential Deductible Amountfor Partial Hospitalization

Indicate Differential Deductible Amounts for InpatientHespital
Psychiatric Services Tiers 1, 2, and 3, where appropriate:

Indicate Differential Deductible Amountfor Home Health Services:

Indicate Differential Deductible Amount for Primary Gare Physician
Services:

Indicate Differential Deductible Amount for Chiropractic Services:

Indicate Differential Deductible Amount for Occupational Therapy

Indicate Differential Deductible Amountfor Physician Specialist Services:

Mote: Mo single Differential Deductible can be
greater than the deductible. The total of all of
the Differential Deductibles can be greater
than the deductible
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CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 5

W8 PEP Data Entry System - Section D, Contract X 1, Plan 001, Segment 000 — O
File Help
’ wf » Go To: IPIan Deductible LPPO/RPPO Base 5 |
- Exit Exit (No
Previous Next (Validate) Validate)

Indicate Differential Deductible
Amount for Mental Health Specialty
Services - Non-Psychiatric:

present

Indicate Differential Deductible
Amount for Podiatry Services:

Indicate Differential Deductible Amount
for Other Health Care Professional
Services:

e

Indicate Differential Deductible Amount
for Psychiatric Services:

Indicate Differential Deductible Amount
for Physical Therapy and Speech-
Language Pathology Services:

Indicate Differential Deductible Amount

Indicate Differential Dieductible Amount
for Outpatient Diagnaostic Procedures
and Test and Lab Services:

e

for Opioid Treatment Program Services:

Indicate Differential Deductible
Amount for Outpatient Diagnostic and
Therapeutic Radiclogical Services:

o

Indicate Differential Deductible Amount
for Qutpatient Hospital Services:

Indicate Differential Deductible Amount
for Observation Services:

Indicate Differential Deductible Amount
for Ambulatory Surgical Center (ASC)
Services:

e

Indicate Differential Deductible Amount
for Outpatient Substance Abuse:

Indicate Differential Deductible Amount
for Qutpatient Blood Services:

Indicate Differential Deductible Amount
for Ground Ambulance Services:

Indicate Differential Deductible Amount
for Air Ambulance Services:

Indicate Differential Deductible Amount
for Transportation Services:

Indicate Differential Deductible Amount
for Durable Medical Equipment (OME):

Indicate Differential Deductible Amount
for Prosthetics/iMedical Supplies:

Indicate Differential Deductible Amount
for Diabetic Supplies and Services:

Indicate Differential Deductible Amount
for Dialysis Services:

Indicate Differential Deductible Amount
for Acupuncture:

Indicate Differential Deductible Amount
for OTC:

e

Indicate Differential Deductible Amount
for Meal Benefit:
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CY 2021 PBP Data Entry System Screens

Plan Deductible LPPO/RPPO Base 6

sl PEP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000

File Help
» o
Exit
Previous MNext (validate)

Indicate Differential Deductible Amount
for Other 1:

R

Indicate Differential Deductible Amount
for Other 2:

proed

Indicate Differential Deductible Amount
for Other 3:

Indicate Differential Deductible Amount
for Dual Eligible SNPs with Highly
Integrated Services:

[

Indicate Differential Deductible Amount
for the Annual Physical Exam:

Indicate Differential Deductible Amount
for Other Defined Supplemental Benefit

Exit (No
validate)

Indicate Differential Deductible Amount
for Kidney DiseaseEducation Services

Indicate Differential Deductible Amount
for Medicare-covered Glaucoma
Screening Services:

Indicate Differential Deductible Amount
for Medicare-covered Diabetes Self-
management Training:

s T

Indicate Differential Deductible Amount
for Medicare-covered Barium Enemas

Indicate Differential Deductible Amount
for Medicare-covered Digital Rectal
Exams

e

Indicate Differential Deductible Amount
for Medicare-covered EKG following
Welcome Visit

o

Indicate Differential Deductible Amount
for Other Medicare-covered Preventive
Services:

e

Indicate Differential Deductible Amount
for Medicare Part B Rx Drugs:

Indicate Differential Deductible
Amount for Preventive Dental:

Indicate Differential Deductible
Amount for Comprehensive Dental:

Indicate Differential Deductible
Amaount for Eye Exams:

Indicate Differential Deductible
Amount for Eyewear:

Indicate Differential Deductible
Amount for Hearing Exams:

Indicate Differential Deductible
Amount for Hearing Aids:
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CY 2021 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 1

oZl PEP Data Entry Systern - Section D, Contract ¥0001, Plan 001, Segment D00 — [}
File Help
‘ ’ n“ ;[« [Tyl kv = | Deductible for LPPOYRPPO Mandatory Supplemental Benefits — Base 1
< Exit Exit (No
Previous Next (Validate) Validate)
Do you offera mandatory enhanced benefit enrolles deductible amount? Indicate deductible for one or more ofthe following services
£ ves Deductible
 No Amount
nguc:(ﬂlii;:ael:'nandatory enhanced benefits that have an enrollee Inpatient Hospital-Acute
1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SMF}

2: Cardiac and Pulmonary Rehabilitation Services
4c: Worldwide Emergency/Urgent Coverage

Tb: Chiropractic Services

7T Podiatry Services Cardiacand Pulmonary Rehabilitation Services
Sd: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture

13b: Owver-the-Counter (OTC) kems

13c: Meal Benefit

123d: Other 1

13e: Other 2 he

Skilled Nursing Facility (SMF)

Worldwide Emergency/Urgent Coverage

Chiropractic Services

Podiatry Services - Routine Foot Care

Owutpatient Blood Services

Transportation Services

Acupuncture

Over-the-Counter (OTC) Items

Meal Benefit

T
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CY 2021 PBP Data Entry System Screens

Deductible for LPPO/RPPO Mandatory Supplemental Benefits — Base 2

ol PEP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000 — [}
File Help
4 > =4 I
Exit Exit (No

Previous Next (validate) Validate)
I EEEEEE————

Indicate deductible for one or more ofthefollowing services

Deductible
Amount
Other 1
Other 2
Other 3

Dwal Eligible SMP with Highly
Integrated Services

Annual Physical Exam

Other Defined Supplemental Benefi
Preventive Dental

Comprehensive Dental

Eye Exams

Eyewear

Hearing Exams

TR

Hearing Aids
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CY 2021 PBP Data Entry System Screens

Plan Deductible (In-Network)

File Help
of 4
. Exit Exit (No
Previous Next (Vvalidate) Validate)

Is there an In-Metwork Plan Deductible?

" Yes
' No

Do you charge the Medicare-defined Part B Deductible amount?

" ves
" Mo

Indicate In-Metwork Plan Deductible Amount:

Select the benefits that apply to the In-MNetwork Deductible:
I In-Metwork Medicare-covered benefits

I In-Metwork Mon-Medicare-covered benefits

Does the In-Network Deductible apply to all In-Metwork
Medicare-covered planservices?

 Yes
" No

ol PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Go To: |[FEueEE]

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all ofthe In-Metwork Medicare-covered Service Categories to which
the In-Metwork Plan Deductible applies:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

-~

Does the In-Metwork Deductible apply to all In-Network Mon-Medicare-
covered plan services?

i Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all ofthe In-Network Mon-Medicare-covered Service Gategories to
which the In-Network Deductible applies:
1a: Inpatient HospitakAcute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
6. Home Health Services

7b: Chiropractic Services

7c: Occupational Therapy Services

7. Podiatry Services

-
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CY 2021 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 1

Is therea Combined (In-Metwork and Out-of-Metwork) Deductible?

" Yes
" No

Do you charge the Medicare-defined Part B Deductible amount?

" Yes
 No

Indicate Combined (In-Metwork and Out-of-Network) Deductible
Amount:

Select the benefits that apply to the Combined Deductible:
I In-Network Medicare-covered benefits

I In-Network Non-Medicare-covered ben efits
I™ Out-of-Network Medicare-covered benefits
I~ Out-of-Network Non-Medicare-covered ben efits

Does the Combined Deductible apply to all In-MNetwork Medicare-
covered plan services?

" Yes
" No

File Help
oL » Go To:
- Exit Exit {No
Previous Next (Validate) Validate)

ol PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Hold down the CTRL key on your keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your options
release the CTRL key on your keyboard.

Select all of the In-Network Medicare-covered Service Categories to
which the Combined Deductible applies:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SMF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

5: Partial Hospitalization -

Does the Combined Deductible apply to all In-Network Non-Medicare-
covered plan services?

7 Yes
" No

Hold down the CTRLkey on your keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your options
release the CTRL key on your keyboard.

Select all ofthe In-Network Mon-Medicare-covered Service Categories
to which the Combined Deductible applies:
1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skiled Nursing Facility (SMF}

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
Tb: Chiropractic Services

7T Podiatry Services

‘8d: Cutpatient Blood Services

10b: Transportation Services b

~
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CY 2021 PBP Data Entry System Screens

Plan Deductible (Combined) — Base 2

al PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
’ o » [e1s [vA | Plan Deductible (Combined) - Base
. Exit Exit (No
Previous Next (Validate) Validate)
Does the Combined Deductible apply to all Out-Of-Metwork Medicare- Does the Combined Deductible apply to all Out-Of-Network Mon-Medicare-
covered plan services? covered plan services?
 Yes  Yes
" No " No
Hold down the CTRL key on your keyboard while selecting the coverage Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options releasethe options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard. CTRL key on your keyboard.
Select all of the Out-of-Network Medicare-covered Service Categories to Select all of the Qut-of-Metwork Mon-Medicare-covered Service
which the Combined Deductible applies: Categories to which the Combined Deductible applies:
1a: Inpatient Hospital-Acute ~ 1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Psychiatric 1b: Inpatient Hospital Psychiatric
2: Skilled Nursing Facility (SNF) 2: Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabiltation Services 3-1: Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabiltation Services 3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services 3-3: Pulmenary Rehabilitation Services
3-4: SET for PAD Services 3-4: SET for PAD Services
5: Partial Hospitalization 4c: Worldwide Emergency/Urgent Coverage
§: Home Health Services Tb: Chirepractic Services
Ta: Primary Care Physician Services T Podiatry Services
Tb: Chirepractic Services S8d: Outpatient Blood Services
Tc: Occupational Therapy Services 10b: Transportation Services
Td: Physician Specialist Services 13a: Acupuncture
Te: Mental Health Specialty Services 13b: Over-the-Counter (OTC) kems.
Tf. Podiatry Services 13c: Meal Benefit
Tg: Other Health Care Professional 13d: Other 1
Th: Peychiatric Services 13e: Other 2
Ti: Physical Therapy and Speech-Language Pathology Services 13f. Other 3
Tk: Opioid Treatment Program Services 13g: Dual Eligible SMPs with Highly Integrated Services
2a: Diagnostic Procedures/Tests/Lab Services 14b: Annual Physical Exam
2b1: Diagnoestic Radiological Services 14c: Other Defined Supplemental Benefits
2b2: Therapeutic Radiological Services b 15: Medicare Part B Rx Drugs b
|
Softrams CY2021 PBP — Section D Page 11 of 77
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CY 2021 PBP Data Entry System Screens

Plan Deductible (Out-of-Network)

File Help
[ & »
, Exit Exit (No
Previous Next (Vvalidate) Validate)

Is there an Out-of-Metwork (OOM) Plan Deductible?

i Yes
i no

Do you charge the Medicare-defined Indicate Out-of-Metwork Plan
Part B Deductible amount? Deductible Amount:

ol PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

= ves
" No

Select the benefits that apply to the Qut-of-Network Deductible:
[~ Out-of-Network Medicare-covered benefits

[~ Out-of-Network Non-Medicare-covered benefits

Does the Qut-of-Network Deductible apply to all Qut-of Metwark
Medicare-covered plan services?

" ves

" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL ofyour options release the
CTRL key on your keyboard.

Select all of the Out-of-Network Medicare-covered Service Categories to
which the Out-of-Network Plan Deductible applies:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SMF)

3-1: Cardiac Rehabilitation Services

3-Z: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services hd

-~

Does the Out-of-Metwork Deductible apply to all Out-of Metwork Non-
Medicare-covered plan services?

" Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the
CTRL key on your keyboard.

Select all of the Out-of-Network Non-Medicare-covered Service Categories
to which the Out-of-Metwork Deductible applies:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
7b: Chiropractic Services

7§ Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services b

-

CY2021 PBP — Section D

12/09/2019

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 12 of 77



CY 2021 PBP Data Entry System Screens

Plan Deductible (Non-Network)

File Help
> s ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a Plan Deductible?

7 ves
" No

Do you charge the Medicare-defined
Part B Deductible amount?

" Yes

" No

Indicate Plan Deductible Amount:

Select the benefits that apply to the Deductible:
[ Medicare-covered benefits

[ Non-Medicare-covered benefis
Does the Deductible apply to all Medicare-covered plan
services?

" Yes
" No

=l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions release the
CTRL key on your keyboard.

Select all of the Medicare-covered Service Categories to which the Plan
Deductible applies:

1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

3-4: SET for PAD Services v

Does the Deductible apply to all Non-Medicare-covered plan services?

" Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Select all ofthe Mon-Medicare-covered Service Categories to which the
Deductible applies:

1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

3-2Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

3-4: SET for PAD Services

4c; Worldwide Emergency/Urgent Coverage

Th: Chiropractic Services

T Podiatry Services

Sd: Outpatient Blood Services

10b: Transportation Services W
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CY 2021 PBP Data Entry System Screens

Max Enrollee Cost Limit (In-Network)

sl PBP Data Entry System - Section D), Contract X0001, Plan 001, Segment 000

File Help
’ 4 > Go To:
, Exit Exit (No
Previous Next (Validate) Validate)

Is there an In-Metwork Maximum Enrollee Out-of-Pocket Cost?

7 Yes
" Mo

Is your In-Metwork Maximum Enrollee Out-of-Pocket (MOOP) Cost at
the Voluntary or Mandatory Level?

 woluntary
= Mandatory

All MA plans must have a maximum out-of-pocket (MOOP) that covers
all &/8 services. For a list of the Voluntary and Mandatory Limits, please
right-click on the "Is your In-Network Maximum Enrollee Qut-of-Pocket
(MOOP) Cost at the Voluntary or Mandatory level? question and view
the Variable Help.

Mote for D-SMPs: For purposes of submitting bids to CMS, D-SMNPs
must include Parts A, B, and Part D Medicare services in the PBP,
along with approved optional and mandatory supplemental benefits.
Mo Medicaid benefits may be included in the PBP. D-SMNPs have the
flexibility to establish 30 as the MOOP amount, thereby guarantesing
thereis no costsharing for plan enrollees, including thosewho are
liable for Medicare cost sharing. Otherwise, ifthe D-SMP does charge
costsharing for Medicare-covered services (or non-covered}, it must
track enrollees’ out-of-pocketspending and itis up to the plan to
develop the process and vehiclefor doing so.

Indicate In-Network Maximum Enrollee Out-of-Pocket Cost Amount:

Mote: For Regional PPOs, all Medicare Part A/B services must be
included in the Maximum Enrollee Qut-of-Pocket Gost.

Select the benefits that apply to the In-MNetwork Maximum Enrollee Cut-
of-Pocket cost:

™ In-Metwork Medicare-covered benefits
I~ In-Metwork Non-Medicare-covered benefits

Does the In-Metwork Maximum Enrcllee Out-of-Pocket Cost apply to all
In-Metwork Medicare-covered plan services?

 vYes
" Mo

Max Enrollee Cost Limit

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all ofthe In-Network Medicare-covered Service Categories that are
INCLUDED in the In-Network Maximum Enrollee Out-of-Pocket Cost amount:
1a: Inpatient Hospital-Acute -~
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4a: Emergency Care/Post-Stabilization Care

4b: Urgenthy Needed Services

5: Partial Hospitalization

6: Home Health Services

Ta: Primary Care Physician Services

7b: Chiropractic Services b

Does the In-Metwork Maximum Enrcllee Out-of-Pocket Cost apply to all
In-Metwork Non-Medicare-covered plan services?

 ves
" Mo

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all of the In-MNetwork Mon-Medicare-covered Service Gategories that are
INCLUDED in the In-Metwork Maximum Enrollee Out-of-Pocket Cost amount:

‘1a: Inpatient Hospital-Acute -~
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabiltation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage

&: Home Health Services

7b: Chiropractic Services

7c: Occupational Therapy Services bl
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CY 2021 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 1

s5 PEPD
File Help
> * x
< Exit Exit (No
Previous Next (Validate) Validate)

s there a Combined (In-Network and Out-of-Network) Maximum Enraliee
Out-of-Pocket Cost?

© Yes
" No

Is your Combined {In-Network and Out-of-Network) Maximum Enrollee
Out-of-Pocket Cost at the Voluntary or Mandatory Level? (Metwork PFFS
plans only)

€ Voluntary
” Mandatory

All MAplans must have a maximum out-of-pocket (MOOP) that covers all
AJB services. For a list of the Voluntary and Mandatory Limits, please
right-click on the "Is yeur Combined Maximum Enrollee Out-of-Pocket
(MOOP) Cost at the Voluntary or Mandatory level?" question and view
the Variable Help.

Mote for D-SMPs: For purposes of submitting bids to CMS, D-SNPs
must include Parts A, B, and Part D Medicare services in the PBP,
along with approved optional and mandatory supplemental benefits.
Mo Medicaid benefits may be included in the PBP. D-SNPs have the
flexibility to establish 50 as the MOOP amount, thereby guarantesing
thereis no costsharing for plan enrollees, including thosewho are
liable for Medicare cost sharing. Otherwise, ifthe D-SNP does charge
costsharing for Medicare-covered services (or non-covered), it must
track enrollees’ out-of-pocket spending and itis up to the planto
developthe process and vehiclefor doing so.

Indicate Combined {In-Network and Out-of-Metwork) Maximum Enrollee
Out-of-Pocket Cost Amount:

Select the benefits that apply to the Combined Maximum Enrollee Qui-of
-Pocket cost:

[ In-Network Medicare-covered benefits

™ In-Network Non-Medicare-covered benefits

I Out-of-Network Medicare-covered bensfits

[ Out-of-Network Non-Medicare-covered benefits

Does the Combined Maximum Enrollee Qut-of-Pocket Cost apply to all In
-Metwork Medicare-covered plan services?

 es

" No

Go To: |Max Enrollee Cost Limit (Combined) - Base 1

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all of the In-Metwork Medicare-covered Service Categories that are
INCLUDED in the Combined Maximum Enrollee Out-of Pocket Cost Amount:

Does the Combined Maximum Enrolles Out-of-Pocket Cost apply to all In-
Metwork Mon-Medicare-covered plan services?

 Yes
" No

Hold down the CTRL key on your keyboard while selecting the coverage

options with your MOUSE. After selecting ALL of your options releasethe GTRL

key on your keyvboard.

-

Select all of the In-Metwork Non-Medicare-covered Service Categories thatare

INCLUDED in the Combined Maximum Enrollee Out-of Pocket Cost Amount:

~
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CY 2021 PBP Data Entry System Screens

Max Enrollee Cost Limit (Combined) — Base 2

ol PEP Data Entry System - Section D, Contract XD001, Plan 001, Segment 000

File Help
of £
- Exit Exit (No
Previous Next (Validate) Validate)

All MA plans must have a maximum out-of-pocket (MOOP) that
covers all A/B services. For a list ofthe Voluntary and Mandatory
Limits, please right-click on the"ls your Combined Maximum
Enrollee Out-of-Pocket (MOOP) Cost at the Voluntary or
Mandatory level? question and view the Variable Help.

Does the Combined Maximum Enrollee Out-of-Pocket Cost apply
to all Out-of-Metwork Medicare-covered plan services?

" Yes
" Mo

Hold down the CTRL key on yvour keyboard while selecting the
coverage options with your MOUSE. After selecting ALL of your
options release the CTRL key on your keyboard.

Select all of the Dut-of-Network Medicare-covered Service
Categories that are INCLUDED in the Combined Maximum
Enrollee Out-of Pocket Cost Amount:

Go To:

Does the Combined Maximum Enrollee Out-of-Pocket Cost apply
to all Qut-of-Metwork Non-Medicare-covered plan services?

" Yes
 No

Hold down the CTRL key on your keyboard while selecting the
coverage options with yvour MOUSE. After selecting ALL of your
options release the CTRL key on your keyboard.

Select all of the Out-of-Metwork Mon-Medicare-covered Service
Categories that are INCLUDED in the Combined Maximum
Enrollee Out-of Pocket Cost Amount:

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1. Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services
3-4: SET for PAD Services

5: Partial Hospitalization

&: Home Health Services

7a: Primary Care Physician Services
Tb: Chiropractic Services

Tc: Occupational Therapy Services

1a: Inpatient Hospitak-Acute -

7d: Physician Specialist Services b

1a: Inpatient Hospital-Acute ~

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SMF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
Tb: Chiropractic Services

Tf. Podiatry Services

Sd: Outpatient Blood Services

10b: Transportation Services

13a: Acupuncture b

Softrams

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

CY2021 PBP — Section D

12/09/2019

Page 16 of 77



CY 2021 PBP Data Entry System Screens

Max Enrollee Cost Limit (Out-of-Network)

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

File Help
‘ w » Go To:
- Exit Exit (No
Previous Next (validate) Validate)

Is there an Out-of-Metwork Maximum Enrollee Out-of-Focket Cost?

 ves
" No

|s your Out-of-Network Maximum Enrellee Out-of-Pocket Cost Lower,
Intermediate or Mandatory?

 Lower

" Intermediate

" Mandatory

All MAplans must have a maximum out-of-pocket (MOOP) that covers all A'B
services. For a list of the Lower, Intermediate and Mandatory Limits, please
right-click on the "Is your Out-of-Metwork Maximum Enrollee Out-of-Pocket

(MOOP) Cost at the Lower, Intermediate or Mandatory level?" guestion and
view the Variable Help.

Indicate the Out-of-Network Maximum Enrollee Out-of-Pocket Cost Amount:

Select the benefits that apply to the Out-of-Metwork Maximum Enrollee
Out-of-Pocket cost:

|- Qut-of-Network Medicare-covered benefits
[ Out-of-Network Mon-Medicare-covered benefits

Mote: For Regional PPOs, all Medicare Part A/B services must be
included in the Maximum Enrollee Out-of-Pocket Cost.

Does the Qut-of-Metwork Maximum Enrcllee Out-of-Pocket Cost apply to
all Out-of-Metwork Medicare-covered plan services?

 Yes

" Mo

Hold down the CTRL key on your keyboard while selecfing the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all of the Out-of-Metwork Medicare-covered Service Categories that
are INCLUDED in the Qut-of-Metwork Maximum Enrollee Out-of-Pocket
Cost amount:

1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

5: Partial Hospitalization

5. Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services b

Does the Out-of-Metwork Maximum Enrollee Out-of-Pocket Costapply to
all Out-of-Metwork Non-Medicare-covered plan services?

 Yes
" No

Hold down the CTRL key on your keyboard while selecfing the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all of the Out-of-Metwork Non-Medicare-covered Service Categories that are INCLUDED in the Out-of-
Metwork Maximum Enrollee Out-of-Pocket Cost amount:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nurging Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabiltation Services
3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage
Tb: Chiropractic Services

Tf. Podiatry Services

9d: Outpatient Blood Services

10b: Transportation Services
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CY 2021 PBP Data Entry System Screens

Max Enrollee Cost Limit (Non-Network)

o' PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - O
File Help
e » (/% £V El M Enroliee Cost Limit (Non-Network)
< Exit Exit (No
Previous Next (Validate) Validate)
Is your Maximum Enrellee Out-of-Pocket (MOCORP) Cost at the Voluntary or Hold down the CTRL key on your keyboard while selecting the coverage
Mandatory level? options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.
" Voluntary . . .
o Select all of the Medicare-covered Service Categories INCLUDED in the
Mandatory Maximum Enrollee Out-of-Pocket Cost Amount
All MA plans must have a maximum out-of-pocket (MOOP) that covers all 1a: Inpatient Hospital-Acute A
AJB services. For a list of the Voluntary and Mandatory Limits, please 1b: Inpatient Hospital Peychiatric
right-click on the "Is your Combined Maximum Enrollee Out-of-Pocket 2: Skilled Nursing Facility (SNF)

(MOOP) Cost at the Voluntary or Mandatory level?" question and view

3-1: Cardiac Rehabiltation Services
the Variable Help

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services
Indicate the Maximum Enrollee Out-of-Pocket Cost Amount: 3-4: SET for PAD Services W

Does the Maximum Enrsllee Out-of-Pocket Cost apply to all Mon-Medicare-

Select the benefits that apply to the Maximum Enrolles Qut-of-Pocket cost: covered plan services?
™ Medicare-covered benefits © ves
™ nMon-Medicare-covered benefits i No

Hold down the CTRL key on your keyboard while selecting the coverage
Does the Maximum Enrollee Out-of-Focket Cost apply to all Medicare- options with your MOUSE. After selecting ALL of your options release the
. CTRL key on your keyboard.
covered plan services?
Select all of the Mon-Medicare-covered Service Categories INCLUDED in
the Maximum Enrollee Out-of-Pocket Cost Amount:
1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric
2: Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services
3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services
3-4: SET for PAD Services
4c: Worldwide Emergency/Urgent Coverage
7b: Chiropractic Services
7. Podiatry Services
'9d: Outpatient Blood Services hd

 Yes
" No
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CY 2021 PBP Data Entry System Screens

Max Plan Benefit Coverage

File Help
4 3 o »
- Exit Exit (No
Previous Next (Validate) Validate)

The Maximum Plan Benefit Coverage refers to Non-Medicare-
covered benefits.

|z there a Maximum Plan Benefit Coverage Amount?

" ves
" No

Indicate Maximum Plan Benefit Coverage Amount:

Select Maximum Plan Benefit Coverage Amount Periodicity:

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Select the benefits that apply to the Maximum Plan Benefit
Coverage Amount:

[T In-Metwork Mon-Medicare-covered benefits
l_ Qut-of-Metwork Non-Medicare-covered benefits

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 00D

(et [+ |Max Plan Benefit Coverage -

Does the Maximum Plan Benefit Coverage amount apply to all In-Network
Maon-Medicare-covered plan services?

‘(" ‘es ‘

" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Select all of the In-Metwork Mon-Medicare-covered Service Categories to
which the Maximum Plan Benefit Coverage Amount applies:

1a: Inpatient Hospital-Acute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services hd

Does the Maximum Plan Benefit Coverage amount apply to all Out-of-
Metwork Mon-Medicare-covered plan services?

 ves
" No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Select all of the Out-of-Metwork Mon-Medicare-covered Service
Categaries to which the Maximum Plan Benefit Coverage Amount applies:
1a: Inpatient Hospital-& cute ~
1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabilitation Services

3-4: SET for PAD Services

4c: Worldwide Emergency/Urgent Coverage b

Softrams

CY2021 PBP — Section D
12/09/2019

CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 19 of 77



CY 2021 PBP Data Entry System Screens

Max Plan Benefit Coverage (Non-Network)

Softrams

File Help
S o x
. Exit Exit (No
Previous Next (Validate) Validate)

The Maximum Plan Benefit Coverage refers to Non-Medicare-
covered benefits.

Is there a Maximum Plan Benefit Coverage Amount?
" ves
i Mo

Indicate Maximum Plan Benefit Coverage Amount:

Select Maximum Plan Benefit Coverage Amount Periodicity

" Every three years
~ Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

ol PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

n Benefit Cc

Does the Maximum Plan Benefit Coverage amount apply to all Mon-
Medicare-covered planservices?

i ves
" Mo

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. Afier selecting ALL of your optlions release the
CTRL key on your keyboard.

Select all ofthe Mon-Medicare-covered Service Categories to which the
Maximum Plan Benefit Coverage Amount applies:

1a: Inpatient Hospital-A.cute ~
1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SMF)

3-1: Cardiac Rehabilitation Services

3-2. Intensive Cardiac Rehabilitation Services
3-3: Pulmenary Rehabilitation Services
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CY 2021 PBP Data Entry System Screens

Plan Premium/Rebate Reduction

=) PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
« > L .3
Exit Exit (No

Previous Next (Validate) Validate)

Indicate Plan Premium Amount (Part A/B):

Indicate Plan Premium Amount (B Only):

Are you using any of your plan's MArebates to
reduce the Part B Premium?

© Yes
 No

Indicate the Part B Premium reduction amount:
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CY 2021 PBP Data Entry System Screens

MMP — Medicaid/plan covered cost sharing

o5l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 00D

File Help
’ o » Go To:
. Exit Exit (No
Previous Next (validate) Validate)

Do you offer any Non-Medicare-covered benefits (.., services not
covered by Medicare)?

i ves
i No

Hold down the CTRL key on your keyboard while selecting the coverage

options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Select all ofthe benefits that are covered under Medicaid:

1a1: Additional Days for Inpatient Hospital-Acute

1a2: Mon-Medicare-covered Stay for Inpatient Hospital-Acute
1a3: Upgrades for Inpatient Hospital-Acute

1b1: Additional Days for Inpatient Hospital Psychiatric

1b2: Non-Medicare-covered Stay for Inpatient Hospital Psychiatric
2-1: Additional Days beyvond Medicare-covered for Skilled Nursing Facility (SP
2-2: Non-Medicare-covered Stay for Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

8-1: Additional Hours of Care

8-2: Personal Care Services

8-3: Other 1 for Home Health Services

6-4: Other 2 for Home Health Services

7b1: Routine Chiropractic Care

7b2: Other Chiropractic Services

7c: Occupational Therapy Services

TT. Podiatry Services

Til: Other 1 for PT and SP Services

Ti2: Other 2 for PT and SP Services

Sd: Outpatient Blood Services

Select all of the benefits that are plan-covered supplemental benefits (i.e.,
services not covered by Medicare or Medicaid):

1a1: Additional Days for Inpatient Hospital-Acute

1a2: Non-Medicare-covered Stay for Inpatient Hospital-Acute
1a3: Upgrades for Inpatient Hospital-Acute

1b1: Additional Days for Inpatient Hospital Psychiatric

1b2: Non-Medicare-covered Stay for Inpatient Hospital Psychiatric
2-1: Additional Days beyond Medicare-covered for Skilled Nursing Facility (Sk
2-2: Mon-Medicare-covered Stay for Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

8-1: Additional Hours of Care

8-2: Personal Care Services

8-3: Other 1 for Home Health Services

6-4: Other 2 for Home Health Services

7b1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tc: Occupational Therapy Services

Tf. Podiatry Services

Ti1: Other 1 for PT and SP Services

Ti2: Other 2 for PT and SP Services
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PFFS Balance Billing

CY 2021 PBP Data Entry System Screens

Wl PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

| File Help
' [S & ¥
. Exit Exit (No
Previous Next (Validate) Validate)

Go To: |PFFS Balance Biling

Do you permit balance billing?

Balance Billing is a percentage of

plan payment rate provider may

" Ves collect.
i No

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options release the

CTRL key on your keyboard.

‘What category of providers do you permit to balance bill?

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Mursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services
3-3: Pulmenary Rehabilitation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

4c: Worldwide Emergency/Urgent Coverage

5: Partial Hospitalization

& Home Health Services

Ta: Primary Care Physician Services

Thb: Chiropractic Services

Tc: Occupational Therapy Services

Td: Physician Specialist Services

Te: Mental Health Specialty Services

Tf. Podiatry Services

Tyg: Other Heatth Care Profezzional

Th: Peychiatric Services

Ti Physical Therapy and Speech-Language Pathology Services
Tk: Opioid Treatment Program Services

Ba: Diagnostic Procedures/Tests/Lab Services
B8b: Outpatient Diagnostic/Therapeutic Radiclegical Services.
Sa: Outpatient Hospital Services

Sb: Ambulatory Surgical Center (ASC) Services

Enter Minimum percentagefor balance billing:

Enter Maximum percentage for balance billing:
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CY 2021 PBP Data Entry System Screens

MSA Annual Deductible/Deposit

a5l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — ]
File Help
Ed » {e 0 [V Hll| M5 A Annual Deductible/Deposit
9 Exit Exit (No
Previous Next (Validate) Validate)

Indicate Annual MSA Deductible amount:

Indicate the Annual amount CMS will depositinto the Enrolles MSA
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #1 — Base 1

| File Help
‘ b o » Go To: IReductinns in Cost Sharing #1 - Base 1 j
; Exit Exit (No
Previous Next (Validate) Validate)

Do you offer Reductions in Cost Sharing?

i ves
 No

How many groups of Reductions in Cost Sharing
are you offering?

[

2

3

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[~ Medicare-covered benefits
[” Mon-Medicars covered benefits

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Selectwhich Medicare-Covered Services your Reductions in Cost Sharing
apply to:

Selectwhich Non-Medicare Covered Services yo

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nurzing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4a3: Emergency/Post-Stabilization Services

4b: Urgentty Needed Services

5: Partial Hospitalization

&: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

7d: Physician Specialist Services

Tel: Individual Sessions for Mental Health Specialty Services
Te2: Group Sessions for Mental Health Specialty Services
7f. Podiatry Services

Tg: Other Health Care Professional

7h1: Individual Ses=iong for Peychiatric Services

Th2: Group Sessions for Psychiatric Services

Ti Physical Therapy and Speech-Language Pathology Services
7k: Opioid Treatment Program Services

8a1: Diagnostic Procedures/Tests

BaZ: Lab Services

8b1: Diagnostic Radiological Services hd

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Murzing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tf: Podiatry Services

10b1: Transportation Services - Plan Approved He
10b2: Transportation Services - Any Health-relate:
13a: Acupuncture

13b: Over-the-Counter (OTC) kems

13c: Meal Benefit

13d: Other 1

13e: Other 2

13f: Other 3

14b: Annual Physical Exam

14c1: Health Education

14c2: NutritionalDietary Benefit

14c3: Additional Sessions of Smeking and Tokacco
14cd: Fitness Benefit
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #1 — Base 2

File

Help

’ il » Go To:

‘_ Exit Exit (No
Previous Mext (Validate) Validate)
Mote may include additional information to describe benefitin this service

Reductions in Cost Sharing 1

Indicate Max Plan Benefit amount:

Select Reductions in Cost Sharing periodicity:

=l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Reductions in Cost Sharing #1 - Base 2

category. Do notrepeat information captured in data entry.

Motes:

" Every three months
" Every six months
" Every year

Canthe reduction in costsharing be applied to a deductible?

 Yes
 No

Whatis your Reductions in Cost Sharing mode of delivery?
[ Deit Card

[ Reimbursement

[T Other (describe)
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #2 — Base 1

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

File Help
» o »
. Exit Exit (No
Previous Next (Validate) Validate)

Reductions in Cost Sharing 2

Select the benefits that apply to the Reductions in
Cost Sharing benefit:

[ Medicare-covered benefits
[™ Mon-Medicare covered benefits

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your options releasethe
CTRL key on your keyboard.

Selectwhich Medicare-Covered Services your Reductions in Cost Sharing
apply to:

Selectwhich Mon-Medicare Covered Services your Reductions in Cost Sharing apply to:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabiltation Services

3-Z: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

5: Partial Hospitalization

6. Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

7d: Physician Specialist Services

Te1: Individual Sessions for Mental Health Specialty Services
Te2: Group Sessions for Mental Health Specialty Services
Tf. Podiatry Services

Tg: Other Health Care Professional

Th1: Individual Sessions for Peychiatric Services

Th2: Group Sessions for Psychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services
Tk: Opioid Treatment Program Services

2a1: Diagnostic Procedures/Tests

2aZ: Lab Services

2b1: Diagnostic Radiclogical Services b

1a: Inpatient Hospita-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmonary Rehabiltation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tf: Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture

13b: Over-the-Counter (OTC) tems

13c: Meal Benefit

134d: Other 1

13e: Other 2

13f Other 3

14b: Annual Physical Exam

14c1: Health Education

14c2: NutriticnalDietary Benefit

14c3: Additional Sessions of Smoking and Tobacce Cessation Counseling
14cd: Fitness Benefit
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #2 — Base 2

Help

Reductions in Cost Sharing 2

Indicate Max Plan Benefit amount:

Select Reductions in Cost Sharing periodicity:

Go To: IReduc*tiuns in Cost Sharing #2 - Base 2

=

BE PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
4 > “ &
Exit Exit (No

Previous Next (Validate) Validate)

Mote may include additional infarmation to describe benefit in this service
category. Do not repeat information captured in data entry.

Motes:

" Ewery three months
 Every six months

" Ewvery year

Canthereduction in costsharing be applied to a deductible?

" ves
Mo

Whatis your Reductions in Cost Sharing mode of delivery?
[ Debitcard

[T Reimbursement

[~ Other (describe)

Page 28 of 77
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #3 — Base 1

WEl PEP Ds

| File Help
‘ ’ e ¥ Go To: IReductinns in Cost Sharing #3 - Base 1 j
h Exit Exit [No
Previous Next (Validate) validate)

Reductions in Cost Sharing 3

| Select the benefits that apply te the Reductions in
| Cost Sharing benefit:

| [~ Medicare-covered benefits
[~ Non-Medicare covered benefits

Hold down the CTRL key on your keyboard while selecting the coverage
options with your MOUSE. After selecting ALL of your opfions releasethe
CTRL key on your keyboard.

Selectwhich Medicare-Covered Services your Reductions in Cost Sharing
apply to: Selectwhich Mon-Medicare Covered Services your Reductions in Gost She

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmenary Rehatkiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

5: Partial Hospitalization

8: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

Td: Physician Specializt Services

Te1: Individual Sessions for Mental Health Specialty Services
TeZ: Group Sessions for Mental Health Specialty Services
Tf: Podiatry Services

Ti: Physical Therapy and Speech-Language Pathology Services
Tk: Opioid Treatment Program Services

B2a1: Diagnostic Procedures/Tests

Baz: Lab Services

&b1: Diagnostic Radiclogical Services

1a: Inpatient Hospita-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SMF)

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabilitation Services

3-3: Pulmenary Rehabiltation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tf. Podiatry Services

10b41: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location
13a: Acupuncture

13b: Owver-the-Counter (OTC) tems

13c: Meal Benefit

Tg: Other Health Care Professional 13d: Other 1
Th1: Individual Sessions for Psychiatric Services 13e: Other 2
Th2: Group Sesszions for Peychiatric Services 13f: Other 3

14b: Annual Physical Exam
14c1: Health Education
14c2: MutritionalDietary Benefit

14c3: Additional Sessions of Smoking and Tebacco Cessation Counseling

14c4; Fitness Benefit
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CY 2021 PBP Data Entry System Screens

Reductions in Cost Sharing #3 — Base 2

File

Help

‘ ’ w » Go To:

Exit Exit (No
Validate)

Reductions in CostSharing 3

Indicate Max Plan Benefit amount:

Select Reductions in Cost Sharing periodicity:
" Every three months

" Every six months
" Every year

Canthereduction incostsharing be applied to a deductible?

" ves
 No

Whatis your Reductions in Cost Sharing mode of delivery?
[ Debit Card

[ Reimbursement

[T Other (describe)

aZ) PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Reductions in Cost Sharing #3 - Base 2

Previous Next (validate)
.|

Mote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data enfry.

Motes:

Softrams
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CY 2021 PBP Data Entry System Screens

Combined Benefits #1

! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help

‘ ’ o » (39 Pl Combined Benefits #1 -
- Exit Exit (No
Previous Next (Validate) Validate)

Do you offer Combined Supplemental Benefits with uniform cost Select the number of Combined Supplemental Benefit packages
sharing? you are offering?

i es (o]
 No 2
3

Selectwhich non-Medicare covered benefits are included in your Combined Supplemental Benefit
package:

1a: Inpatient Hozpita-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

Tf. Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location

13a: Acupuncture b

~

Do you offer Combined Supplemental Benefits with a shared
maximum plan benefit amount?

i ves
 No

Max Plan Benefit Amount:

Is the enrollee limited to one or more of the combined supplemental
benefits from the package which they must select in advance?
 Yes

 No
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CY 2021 PBP Data Entry System Screens

Combined Benefits #2

a5 PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - O
File Help

’ 4 » Go To: [ e -
. Exit Exit (No
Previous Next (Validate) Validate)

Select which non-Medicare covered benefits are included in yvour GCombined Supplemental Benefit
package:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Psychiatric

2: Skilled Nursing Facility (SNF)

3-1: Cardiac Rehabilitation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehabilitation Services

3-4: SET for RAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transportation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

T Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transportation Services - Any Health-related Location

13a: Acupuncture v

~

Do you offer Combined Supplemental Benefits with a shared
maximum plan benefit amount?

 ves
 No

Max Plan Benefit Amount:

|s the enrollee limited to one or more of the combined supplemental
benefits from the package which they must selectin advance?
 ves

 No
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CY 2021 PBP Data Entry System Screens

Combined Benefits #3

sl PBP Data Entry System - Section D, Contract X00D1, Plan 001, Segment 000
File Help

> - ¥  GoTo: -
" Exit Exit (No
Previous Next (Validate) Validate)

Selectwhich non-Medicare covered benefits areincluded in your Combined Supplemental Benefit
package:

1a: Inpatient Hospital-Acute

1b: Inpatient Hospital Peychiatric

2: Skilled Nursing Facility (SNF}

3-1: Cardiac Rehabiltation Services

3-2: Intensive Cardiac Rehabiltation Services

3-3: Pulmenary Rehabilitation Services

3-4: SET for PAD Services

4c1: Worldwide Emergency Coverage

4c2: Worldwide Urgent Coverage

4c3: Worldwide Emergency Transpoertation

Tb1: Routine Chiropractic Care

Tb2: Other Chiropractic Services

T Podiatry Services

10b1: Transportation Services - Plan Approved Health-related Location
10b2: Transpertation Services - Any Heafth-related Location

13a: Acupuncture b

~

Do you offer Combined Supplemental Benefits with a shared
maximum plan benefit amount?

i Yes
' No

Max Plan Benefit Amount:

Is the enrollee limited to one or more ofthe combined supplemental
benefits fram the package which they must selectin advance?
 Yes

" No
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CY 2021 PBP Data Entry System Screens

Notes
o=l PBP Data Entry System - Section D, Contract X0001, Plan D01, Segment D00 — ]
File Help
’ wf » Go To: INDtes d
, Exit Exit (No
Previous Next (Validate) Validate)
I
Motemay include additional infarmation to describe benefitin this service category. Do not repeat information captured in data entry
MNotes:
MNotes:
)
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CY 2021 PBP Data Entry System Screens

Optional Supplemental — Management Screen

ol PEP Data Entry System - Section D, Contract ¥0007, Plan 001, Segment 000 - [m|
File Help
’ o » {7yl [l Optional Supplemental - Management Screen
< Exit Exit [No
Previous Next (Validate) Validate)
Optional Supplemental Packages Note: To add an optional supplemental package, click
on the 'Add Package’ button. To delete an optional
supp ntal package, highlightine existing package
and then click on the 'Delete Package' button.
Add Package Delete Package

Softrams
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CY 2021 PBP Data Entry System Screens

Optional Supplemental — Label and Premium

File Help
‘ ’ 0‘ }& LE7v 0 I Al | Optional Supplemental - Label and Premium
. Exit Exit (No
Previous Next (Validate) Validate)

Optional Supplemental Benefits |D:

Optional Supplemental Package Description:

Indicate Optional Supplemental Premium Amount:

Is there a Maximum Plan Benefit Coverage Amount for this package?

s
Mo

Indicate Maximum Plan Benefit Coverage Amount for this package:

Select the Maximum Plan Benefit Coverage periodicity:

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Do the Optional Supplemental benefits in this package apply to
the MOOP for this plan?

 ves
" Mo
Is there an enrollee Deductible forthis package?

s
Mo

Indicate Deductible Amount:

=l PBP Data Entry System - Section D, Contract X000, Plan 001, Segment 000

Select the benefits to which the deductible applies:

1a: Inpatient Hospital-Acute A
1b: Inpatient Hospital Psychiatric

2: Skilled Mursing Facility (SNF})

3-1: Cardiac Rehabilitation Services

3-2. Intensive Cardiac Rehabiltation Services

3-3: Pulmonary Rehakbiltation Services

3-4: SET for PAD Services

4a: Emergency/Post-Stabilization Services

4b: Urgently Needed Services

4c: Worldwide Emergency/Urgent Coverage

5: Partial Hospitalization

&: Home Health Services

Ta: Primary Care Physician Services

Tb: Chiropractic Services

Tc: Occupational Therapy Services

T7d: Physician Specialist Services

Te: Mental Health Specialty Services

Tf: Podiatry Services

Tg: Other Health Care Professional

Th: Peychiatric Services

Ti: Physical Therapy and Speech-Language Pathology Services
Tk: Opioid Treatment Program Services hd

Mote may include additional infermation to describe ben efits in this service
category. Do notrepeat information captured in data enfry.

Motes:
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CY 2021 PBP Data Entry System Screens

Optional Supplemental — Service Categories

gl PBP Data Entry Systemn - Section D, Contract X0001, Plan 001, Segment 000

— [}
File Help
. s » [eTv i [+ Hll | O pticnal Supplemental
. Exit Exit (No
Previous Next (Validate) Validate)

Hold down the CTRL key on your keyboard while selecting the Hold down the CTRL key on your keyboard while selecting the
coverage apfions with your MOUSE. After selecting ALL of your coverage options with your MOUSE. After selecting ALL of your
options release the CTRL key on your keyboard. options release the CTRL key on your keyboard.

Selectthe service categories included in this package that have

Selectthe other service categories included in this package{i.e.,
optional supplemental benefits declared in Section Band/or

that are NOT declared in Section B and/or Seclion C - POS
Section C - POS and/or Section C - WIT: andfor Section C-\WT)
1a: Inpatient Hospital-Acute ~ 1a: Inpatient Hospital-Acute -
1b: Inpatient Hospital Peychiatric 1b: Inpatient Hospital Psychiatric
2: Skilled Nursing Facility (SMF) 2: Skilled Nursing Facility (SNF)
3-1: Cardiac Rehabilitation Services 3-1: Cardiac Rehabilitation Services
3-Z: Intensive Cardiac Rehabilitation Services 3-2: Intensive Cardiac Rehabilitation Services
3-3: Pulmonary Rehabilitation Services 3-3: Pulmonary Rehabiltation Services
3-4: SET for PAD Services 3-4: SET for PAD Services
4a: Emergency Care/Post-Stabilization Care 4a: Emergency Care/Post-Stabilization Care
4b: Urgentty Needed Services 4b: Urgently Needed Services
4c: Worldwide Emergency/Urgent Coverage 4c: Worldwide Emergency/Urgent Coverage
5: Partial Hospitalization 5: Partial Hospitalization
&: Home Health Services i &: Home Heafth Services R
The'other service categories picklist' is intended to capture any Important: The fellowing examples cannot be an
step-up benefits and/or non-standard optional benefits thatare optional supplemental benefit:
not available in Section B.

(1) cost-share buy-down of original Medicare benefits

Service categaories with an asterisk () in the list have additional and (2} State Medicaid wraparound benefits. Please
step-up data entry screens. After highlighting the category, refer to Chapter 4 of the Medicare Managed Care
click on eitherthe dropdown bax or the right arrow button Manual and the MARegulation (CFR § 422.102) for
above to navigate to these screens. additional information.

Service categories can be removed from the Optional
Supplemental Package by deselecting them from the list. If
service categories with an asterisk (*) are deselected, then the
associated step-up data entry screens will also be removed.

Softrams
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CY 2021 PBP Data Entry System Screens

Optional Supplemental — OON Step-up

Softrams

o] PEP Data Entry Systemn - Section D, Contract ¥0001, Plan 001, Segment 000

File Help
4« > L :
. Exit Exit (No
Previous Next (Validate) Validate)

[e1sW [+ 3 | Optional Supplemental - OO Step-up

Dioes this category include Out-of-Metwork benefits 7

Is there an OOMN Copayment?
 ves i ves
" No " No
Arethe OON cost shares the same as the In-Network Enter Minimum Copayment Amount:
cost shares?
" ves ‘
e Enter Maximum Copayment Amount:
Is there an OOM Coinsurance?
 Yes
 No

Enter Minimum Coinsurance Percentage:

Enter Maximum Coinsurance Percentags:

Mote may include additional information to describe

benefitin this s ervice category. Do not repeatinformation
captured in data entry.

Motes:
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CY 2021 PBP Data Entry System Screens

Optional Supplemental — OON Optional

Softrams

File Help

ul PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

> o
Exit
Previous Next (Validate)

" No

cost shares?

" ves

" No

Is there an OOM Coinsurance?
© Yes

 No

Enter Minimum Coinsurance Percentage:

Enter Maximum Coinsurance Percentage:

Arethe OON cost shares the same as the In-Metwork

%

L7\ 3 [+Hll | Optional Supplemental - OON Optional
Exit (No
validate)

Does this category include Out-of-Metwork benefits 7 Is there an OOM Copayment?
" ves

© Yes
" No

Enter Minimum Copayment Amount:

Enter Maximum Copayment Amount:

Mote may include additional information to describe
benefitin this service category. Do not repeatinformation
captured in data entry.

Motes:
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CY 2021 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 1

=) PBP Data Entry System - Section D, Contract X0001, Plan D07, Segment D00 — m}
File Help
’ w ¥ (et Ml | Step-up #10b Transportatior
- Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIFTION OF BENEFIT | SelectType of Transportation for Plan Appraved Indicate number of trips for Any Health-related
Health-related Location: ion:
Location:
Doestheplan provide Transportation Services as a " One-way
supplemental benefit under Part G7  Round Trip _ .
- Days Select Any Health-related Location Trips
 ves periodicity:
~ " Other, Describe
Mo

" Every three years
Every two years
Every year

Every six months
Every three months

Indicate number of days for Plan Approved o

Select enhanced benefit Health-related Location: e
¢ Plan Approved Health-related Location I el
&

r

o Any Health-related Location

Selecttype of benefit for Plan Approved Health- SelectMode of Transportation for Flan Other, Describe
related Location: Approved Health-related Location:
- |_ Taxi Select Type a_fTranspnrtatmn far Any Health-
- gﬂgs:t;w [” Rideshare Services related Location-
P [” BusiSubway " One-way
s .
Is this benefit unlimited for number of trips for Plan I™ van -~ Round Trip
Approved Health-related Locafion? I Medical Transport Days
T Ves [™ Other, Describe (" Other, Describs
" No Indicate number of days for Any Health-
- - Selec? tﬂ?e of benefit for Any Health-related related Location:
Indicate number of frips for Plan Approved Location:
Health-related Location: © Mandatory
" Optional SelectMode of Trans portation for Any Health-
related Location:

Select Plan Approved Health-related Location |s this benefit unlimited for number of trips for ™ Taxi

Trips periodicity: Any Health-related Location? I Rideshare Services

" Every three years ™ ves ™ Bus/Subway

" Every two years  No [~ van

" Every year ™ Medical Transport

i« Every six months | Other, Describe

" Every three months

" Other, Describe

Softrams
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CY 2021 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 2

Softrams

File Help

S

Previous Next (Validate)

Is there a service-specific Maximum Plan Benefit
Coverage amount?

© Yes

© No

Indicate Maximum Plan Benefit Coverage amount;

" Every three years
™ Every two years

" Every year

« Every six months
" Every three months
" Other, Describe

P4
Exit (No
Validate)

Select Maximum Plan Benefit Coverage periodicity:

sl PEP Data Entry System - Section D, Contract X0D01, Plan 001, Segment 000

Go To: |[EEREAIRIENE R

Is there a service-specific Maximum
Enrollee Out-of-Pocket Cost?
 Yes

 No

Indicate Maximum Enrollee Out-of-
Pocket Cost amount:

Select Maximum Enrollee Out-of-
Pocket Cost periodicity:

[l Every three years

" Every two years

" Every year

" Every six months

" Every three months

™ Other, Describe

Is therean enrollee Coinsurance?

 Yes
 No

Indicate Minimum Coinsurance percentage:

Indicate Maximum Coinsurance percentage:

Is there an enrollee Deductible?

© Yes
 No

Indicate Deductible Amount:

CY2021 PBP — Section D
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CY 2021 PBP Data Entry System Screens

Step-up #10b Transportation Services — Base 3

o5l PBP Data Entry System - Section D, Contract 0001, Plan 001, Segment 00D

— [}
File Help
’ o » [cTy9 [Vl | Step-up #10b Transportation Services - Base 3
. Exit Exit (No
Previous Next (Vvalidate) Validate)

Is there an enrolles Copayment? Transportation Services Motes
" ves

Mote may includ e additional information to describe benefitin this service
 No category. Do notrepeat information captured in data enfry.
Indicate Minimum Copayment amount per trip: Motes:

Indicate Maximum Copayment amount per trip:

Is authorization required?

" ves
" No

Is a referral required for Transportation Services?
" es
" MNo
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CY 2021 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 1

o] PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 00D

— O
File Help
’ wt » Go To: |EEEEIGs ntive Dental - Base 1
. Exit Exit (No
Previous Next (validate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT |

Does the plan provide Preventive Dental Items as a
supplemental benefit under Part C7

 ves

" No

Select enhanced benefits:
I Oral Exams

r Prophylaxis (Cleaning)
I Fluoride Treatment
I” Dental X-Rays

Select type of benefit for Oral Exams:

" Mandatory
" Optional

Is this benefitunlimited for Oral Exams?
" Yes
" Mo, indicate number

Indicate number ofvisits for Oral Exams:

Select the Oral Exams periodicity:
" Every three years

" Every two years

" Ewvery year

" Every six months

" Every three months

" Other, Describe

Selecttype of benefit for Prophylaxis (Cleaning):

" Mandatory
" Optional

Is this benefitunlimited for Prophylaxis (Cleaning)?
" Yes
" Mo, indicate number

Indicate number ofvisits for Prophylaxis (Cleaning):

Selectthe Prophylaxis (Cleaning) periodicity:

" Every three years
~ Every two years

" Every year

" Every six months
= Every three months
= Other, Describe

Select type of benefit for Fluoride Treatment:
" Mandatory

" Optional

|5 this benefit unlimited for Fluoride Treatment?

 ves
' Mo, indicate number

Indicate number of visits for Fluoride Treatment:

Selectthe Fluoride Treatment periodicity:

" Ewery three years
' Ewvery two years

" Ewery year

" Ewvery sixmonths
 Ewvery three manths
¢ Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 2

Softrams

u! PEP Data Entry Systern - Section D, Contract X0001, Plan 001, Segment 000

File Help
4 » o
Exit
Previous Next (Validate)

Select type of benefit for Dental X-Rays:

¢ Mandatory
" Optional

Is this benefitunlimited for Dental X-Rays?
i Yes
' Mo, indicate number

Indicate number ofvisits for Dental X-Rays:

Select the Dental X-Rays periodicity:

" Every three years
" Every two years

™ Every year

" Every six months
(o Every three months
' Other, Describe

» Step-up #18a Preventive Dental - Bas:
Exit (No
Validate)

Is there a service-specific Maximum Plan Benefit Coverage amount?
7 Yes
" No

Does the Maximum Plan Benefit Coverage amount apply to In-
network services only OR does itapply to both In-network and Out-
of-network services?

" In-network services only

" Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:

[ Every three years
' Every two years

" Every year

¢ Every six months
" Every three months
¢ Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 3

a5l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment D00 — [}
File Help
b ,“ y‘« c q Dental - Base 3
- Exit Exit [No
Previous Next (Validate) Validate)
Is there a service-specific Maximum Enrolles Out-of-Pocket Cost? Is there a combination of services included in a Indicate Minimum Coinsurance percentage for
single cost per Office Visit? Prophylaxis (Cleaning):
" ves ’
Mo 7 ves I
i No
Indicate Maximum Enrollee Out-of-Pocket Gost amount: Indicate Maximum Coinsurance percentage
Selectwhich combination of services are forProphylaxis {Cleaning:
included in & single cost per Office Visit: I

Select the Maximum Enrollee Out-of-Pocket Cost periodicity: I Oral Exams

" Ewery three years r Pmpr_wluif‘ (Cleaning) Indic:_ite Minimum Coinsurance percentage for
i~ Ewvery two years " Fluoride Treatment Fluoride Treatment:

Dental ¥-Rays I
[ Ewvery year r ¥
¢ Every sixmonths Indicate Maximum Coinsurance percentage
7 Ewvery three months Indicate Minimum Coinsurance percentage for for Fluoride Treatment:
" Other, Describe Office Visits: I—

:

Is there an enrollee Coinsurance? R L .
Indicate Minimum Coinsurance percentage for

 ves g;_mat\?mgmmum Coinsurance percentage for Dental X-Rays:
© N ice Visits: l—
Select which Preventive Dental Services have a Coinsurance Indicate Maximum Coinsurance percentage
(Select all that apply): Indicate Minimum Coinsurance percentage for Oral for Dental X-Rays:
[~ oral Exams Exams: r
- Prophylaxis (Cleaning) I
[~ Fluoride Treatment Indicate Maximum Caoinsurance percentage for Oral
I~ Dental ¥-Rays Exams:

]
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CY 2021 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 4

ol PBP Data Entry System - Section D, Contract XD001, Plan 001, Segment 000

— O
File Help
’ Cd » Go To: ental - Base 4
- Exit Exit [No
Previous Next (Validate) Validate)

.
Is there an enrollee Deductible?

7 Yes
" No

Indicate Minimum Copayment amount for Office Visit:

Indicate Maximum Copayment amount for Office Visit:
Indicate Deductible Amount:

Indicate Minimum Copayment amount for Cral Exams:

Is there an enrollee Copayment?

" Yes Indicate Maximum Copayment amount for Oral Exams:
" Ne

?S?;?;::t“;?li?:a?'aiv:lz?'va Dental Services have a Copayment Indicate Minimum Copaymentamount for Prophylaxis (Cleaning):

[~ ©Oral Exams

r Prophylaxis (Cleaning) Indicate Maximum Copayment amount for Prophylaxis (Cleaning):
[ Fluoride Treatment

[T Dental X-Rays

Is there a combination of services included in a single cost per Indicate Minimum Copayment amount for Fluoride Treatment:
Office Visit?
s
Mo

Indicate Maximum Copaymentamount for Fluoride Treatment:

Selectwhich combination of services areincluded in a single
cost per Office Visit:

Indicate Minimum Copaymentamount for Dental X-Rays:
[~ Oral Exams
- Prophylaxis (Cleaning)
I” Fluoride Treatment Indicate Maximum Copayment amount for Dental X-Rays:
I~ Dental ¥-Rays
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CY 2021 PBP Data Entry System Screens

Step-up #16a Preventive Dental — Base 5

5! PBP Data Entry System - Section D, Contract X0001, Plan 007, Segment 000 — O
File Help
’ o » {efo0 IV Hll Step-up #16a Preventive Dental - Base 5
. Exit Exit (No
Previous Next (Validate) Validate)

Is autharization required?

 Yes
" No

Is a referral required for Preventive Dental Services?

 Yes
" No

Preventive Dental Services Motes

Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.

Motes:
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 1

o) PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 - (]
File Help
’ J x. [0 [l | Step-up #16b Comprehensive Dental - Base 1
- Exit Exit (No
Previous Next (Validate) Validate)

CLICK FOR DESCRIPTION OF BENEFIT | Select type of benefit for Nen-routine Select type of benefit for Diagnostic Select type of benefit for Restorative
Services: Services: Services:
Evenif you do not offer enhanced benefits, you must complete this o Mandatory o Mandatory e Mandatory
section for your Medicare-covered Benefits " Optional " Optional " Optional
Does the plan provide Comprehensive Dental ltems as a Is this benefit unlimited for Mon-routine Is this benefit unlimited for Diagnostic Is this benefit unlimited for Restorative
supplemental benefit under Part C7 Services? Services? Services?
 ves  ves  ves  Ves
Mo £ No, indicate number £ No, indicate number " No, indicate number
Select enhanced benefits: Indicate number of visits for Mon- Indicats number of visits for Indicate number of visits for
I Mon-routine Services routine Services: Diagnostic Services: Restorative Services
|_ Diagnostic Services
™ Restorative Services
O Enéodonhﬁ Select the Non-routine Services Select the Diagnostic Services Select the Restorative Services
™ Periodontics periodicity: periodicity: periadicity:
Extracti
F P rath Ir’dns’ tics, Other OraliMaxillofacial S Other Servi " Every three years " Every three years € Every thresyears
TS erraliaxiliotacial Surgery, eroervices o Every two years [ Every two years [ Ewery two years
" Every year " Every year " Every year
« Every six months « Every six months [ Ewvery six months
i« Every three months « Every three months e Every three months
o Other, Describe s Other, Describe " Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 2

oSl PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

File Help

> S

Previous Next

(validate)

» Go To:
Exit (No
Vvalidate)

Selecttype of benefit for Endodontics:

Select type of benefit for Periodontics:

Select type of benefit for Extractions:

' Mandatory
" Optional

" Mandatory
" Optional

' Mandatory
" Optional

Is this benefit unlimited for Endodontics?

Is this benefit unlimited for Periodontics?

Is this benefit unlimited for Extractions?

 Yes
[ Mo, indicate number

[ Mo, indicate number

‘(" ‘Yes

‘ " Yes

[ Mo, indicate number

Indicate number ofvisits for Endodontics:

Selectthe Endodontics periodicity:

Indicate number of visits for Periodontics:

Selectthe Periodontics periodicity:

Indicate number ofvisits for Extractions:

Selectthe Extractions periodicity:

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Selecttype of benefit for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services:

¢ Mandatory
¢ pptional

Is this benefitunlimited for Prosthodontics, Other
Oral/Maxillofacial Surgery, Other Services?

" Yes
" Mo, indicate number

Indicate number of visits for Prosthodontics, Other
OraliMaxillofacial Surgery, Other Services:

Selectthe Prosthodontics/Other OralMaxillofacial
Surgery/Other Services periodicity:

" Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

Zi
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 3

ol PEP Data Entry System - Section D, Contract 0001, Plan D01, Segrment 000

— [}
File Help
' wil » Go To: p-up #16b Comprehensive Dental - Base 3
2 Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Plan Benefit Coverage amount?

" Yes |

Iz there a service-specific Maximum Enrollee Out-of-Pocket Cost?

" Yes
" Mo

 No

Select the Maximum Plan Benefit Coverage type: Select the Maximum Enrollee Out-of-Pocket Cost type:

" Covered under Preventive Dental Category 18a
[ Plan-specified amount per period

" Covered under Preventive Dental Category 16a
i Plan-specified amount per period

Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Does the Maximum Plan Benefit Coverage amount apply to In-network

services only OR does itapply to both In-network and Out-of-network
services?

Select Maximum Enrollee Out-of-Pocket Cost periodicity:

i~ Every three years
" Every two years

i~ Every year

™ Every six months
i~ Every three months
i~ Other, Describe

= In-network services only
" Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage periodicity:

" Every three years
" Every two years

" Every year
 Every six months
¢ Every three months
" Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 4

usl PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
' s(A' iy (7ol VAl | Step-up #16b Comprehensive Dental - Base 4
. Exit Exit (Mo

Previous Next (Mvalidate) Validate)

Is there an enrolles Coinsurance? Is there an enrollee Deductible?

£ ves  ves

" mo Mo

Select which Comprehensive Dental Services have a Coinsurance {Select all
that apply):

I Medicare-covered Benefits

I Mon-routine Services

[ Diagnostic Services

I™ Restorative Services

™ Endodontics

I™ Periodontics

I~ Extractions

- Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services

Indicate Deductible Amount:

Minimum Coinsurance Maximum Coinsurance

Medicare-covered Benefits

Non-routine Services

Diagnostic Services

Restorative Services

Endodontics

Periodontics

Extractions

Prosthodontics, Other
OralMaxillofacial Surgery,
Other Services

IR
IR
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 5

ot PEP Data Entry Systern - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
’ wdf » Go To: (B e e e = e
Exit Exit (No

Previous Next (Validate) Validate)
Is there an enrollee Copayment?

T ves
7 Mo

Select which Comprehensive Dental Services have a Copayment (Select all
that apply):

I™ Medicare-covered Benefits

™ Mon-routine Services

[ Diagnostic Services

I Restorative Services

™ Endodontics

™ Periodontics

™ Extractions

[ Prosthodontics, Other Oral/Maxillofacial Surgery, Other Services

‘Copayment Minimum Copayment Maximum

Medicare-covered Benefits l— I—
Mon-routine Services l— I—
Diagnostic Services I— I—
Restorative Services l— I—
Endodontics l— I—
Periodontics l— I—
Extractions l— I—
Prosthodontics, Other l— I—
Oral/Maxillofacial Surgery,

Other Services:
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CY 2021 PBP Data Entry System Screens

Step-up #16b Comprehensive Dental — Base 6

o=l PEP Data Entry Systemn - Section D, Contract %0001, Plan 001, Segment 000

— |
File Help
’ nif » S Step-up #160 Comprehensive Dental - Base 6
- Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

" ves
Mo

Is areferral required for Comprehensive Dental Services?

 ves
Mo

Comprehensive Dental Services Motes

Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.

MNotes:
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CY 2021 PBP Data Entry System Screens

Step-Up #17a Eye Exams —Base 1

g PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help

’ wf b3 [eTo0 [ | Step-up #17a Eye Exams - Base 1
z Exit Exit (No
Previous Next (Validate) Validate)

Enter name of Other Service:

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan provide Eye Exams as a supplemental
benefit under Part G7

‘(" Yes ‘

 No

Select enhanced benefit
I Routine Eye Exams
[™ other

Selecttype of benefit for Routine Eye Exams:
‘(‘ Mandatory ‘

" Optional

Is this benefit unlimited for Routing Eye Exams?
‘(" ‘es ‘

" Mo, indicate number

Indicate number of exams for Routine Eye Exams:

Select the Routing Eye Exams periodicity:

" Every three years
" Every two years

" Every year

[l Every six months
" Every three months
" Other, Describe

Select type of benefit for Other Service:

' Mandatory
" Optional

Is this benefit unlimited for Other Service?

 ves
" Mo, indicats number

Indicate quantity for Other Service:

Select the Other Service periodicity:

" Every three years
 Every two years

o Every year

el Every six months
" Every three months
" Other, Describe

Is there a service-specific Maximum Plan Benefit
Coverage amount?

Is there a service-specific Maximum Enraliee Qut-
of-Pocket Cost?

 Yes
 No

© Yes
" No

Does the Maximum Plan Benefit Coverage amount
apply to In-network services only OR doesitapply
to both In-network and Out-of-network services?

€ In-network services only
" Both In-network and Out-of-network services

Indicate Maximum Plan Benefit Coverage amount:

Select the Maximum Plan Benefit Coverage
periodicity:

[ Every three years
[l Every two years

" Every year

" Every six months
™ Every three months
" Other, Describe

Indicate Maximum Enraollee Out-of-Pocket Cost
amount:

Select the Maximum Enrollee Out-of-Pocket
Cost periodicity:

€ Every three years
€ Every two years

" Every year

" Every six months
" Every three months
[ Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-Up #17a Eye Exams — Base 2

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

File Help
of X
. Exit Exit (No
Previous Next (Validate) Validate)

Is therean enrollee Coinsurance?

 Yes
" No

Select which Eye Exams have a Goinsurance (Select all that apply):
[~ Medicare-covered Benefits

™ Routine Eye Exams

[~ other

Indicate Minimum Coinsurance percentage for Medicare-covered
Benefits:

.

Indicate Maximum Ceinsurance percentage for Medicare-covered
Benefits:

.

Indicate Minimum Coinsurance percentagefor Routine Eye Exams:

.

Indicate Maximum Coinsurance percentage for Routine Eye Exams

:

Indicate Minimum Coinsurance percentagefor Other Service:

.

Indicate Maximum Coinsurance percentage for Other Service:

.

Is there an enrollee Copayment?

" Yes
" No

Select which Eye Exams havea Gopayment (Select all that apply):
™ Medicare-covered Benefits

I~ Routine Eye Exams

[~ other

Indicate Minimum Copayment amountfor Medicare-covered Benefits

Indicate Maximum Copayment amount for Medicare-covered Benefits:

Indicate Minimum Copayment amount for Routine Eye Exams:

Indicate Maximum Copayment amount for Routine Eye Exams:

Indicate Minimum Copaymentamount for Other Service:

Indicate Maximum Copayment amount for Other Service:

Is there an enrolles Deductible?

" Yes
" No

Indicate Deductible Amount:
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CY 2021 PBP Data Entry System Screens

Step-Up #17a Eye Exams — Base 3

ot PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000

— ]
File Help
‘ ’ il » (19 [+ Fl | Step-up #17a Eye Fxams - Base 3
- Exit Exit (No
Previous Next (Validate) Validate)

|s autharization required?

" ves
" No

Is a referral required for Eye Exams?

 ves
 No

Eye Exams Motes

Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data enfry.

Motes:
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 1

Softrams

o PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

- [m]
File Help
’ ol » (o9 I Fl | Step-up #17b E)
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BENEFIT | Select type of benefit for Contact lenses: Select type of benefit for Eyeglasses (lenses and
) frames):
Even if you do not offer enhanced benefits, you must [ Mandatory e
complete this section for your Medicare-covered © Optional Mandatary
Benefits. " Optional
Is this benefit unlimited for Contactlenses? s this benefit unlimited for Eyeglasses (lenses
Does the plan provide Eyewear as a supplemental and frames)?
benefit under Part C?  ves e
I o Mo, indicate number Yes
Es " Mo, indicate number
 No ) _ )
Indicate quantity {(number of pairs) for Indicate quantity for Eyeglasses (lenses and
Select enhanced benefits: Contact lenses: frames)
[” Contact lenses
r Eyeglasses (lenses and frames)
r Eyeglass lenses Select Eyeglasses (lenses and frames)
SelectContactlenses periodicity: T :
[” Eyeglass frames pe ° ty periodicity:
™ Upgrades p E:Zw ::r:e::rasrs " Every three years
Y ¥ [ Every two years
" Every year

" Every year
" Every six months " Every six months
" Every three months " Every three months
" Other, Describe " Other, Describe
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 2

File Help
3 el o
. Exit Exit (No
Previous Next (Validate) Validate)

Select type of benefit for Eyeglass lenses:

" Mandatory
" Qptional

|s this benefit unlimited for Eyeglass lenses?
 ves
¢ Mo, indicate number

Indicate quantity (number of pairs) for Eyeglass lenses:

Select Eyeglass lenses periodicity:

e Every three years
" Every two years

" Every year

" Every six months
" Every three months
" Other, Describe

g PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Go To: [BESEIRIY

Select type of benefit for Eyeglass frames:

" Mandatory
" Optional

Is this benefitunlimited for Eyeglass frames?
" Yes
" Mo, indicate number

Indicate quantity for Eyeglass frames:

Select Eyeglass frames periodicity:

[ Every three years
" Ewvery two years

" Ewvery year

" Every sixmonths
¢ Every three months
¢ Other, Describe

Select type of benefit for Uparades:

¢~ Mandatory
¢ Optional
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 3

a5l PEP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000 — O
File Help
« » = %
Exit Exit (No

Previous Next (validate) Validate)

Is there a service-specific Maximum Plan
Benefit Coverage amount?

" ves
" Mo

Select the Maximum Plan Benefit
Coverage type:

~ Covered under Eye Exams
Category 17a

i Plan-specified amount per period

Does the Maximum Plan Benefit
Coverage amount apply to In-network
services only OR does it apply to both In-
network and Out-of-network services?

' In-network services only

Both In-network and Out-of-network
SEMVices

Do you offer a Combined Max Plan
Benefit Coverage Amount for all

E > for Upgrades:
yEweEar Select the Individual Maximum Flan

k" Benefit Coverage periodicity for Every three years Every three years
~ NZS Contact lenses: Every two years Ewvery two years

Indicate Combined Maximum Plan
Benefit Coverage amount:

Select the Combined Maximum Plan
Benefit Coverage periodicity:

Ewvery three years

Ewvery two years

Ewvery year

Every six months

Every three months

Other, Describe

AN 0N

Select the type of Eyewear with
Individual Max Plan Benefit
Coverage amount:

[ Contactlenses

| Eveglasses (lenses and frames)
| Eyeglass lenses

| Eyeglass frames

| Upgrades

Indicate Max Plan Benefit Coverage
amount for Contact lenses:

Ewvery three years
Every two years
Every year

Every six months
Every three months
Other, Describe

aleTalaRe e

Indicate Max Plan Benefit Coverage
amount for Eyeglasses (lenses and
frames):

=

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eyeglasses (lenses and frames):

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

e ReNaRale!

Indicate Max Plan Benefit Coverage
amount for Eyeglass lenses:

Select the Individual Maximum Plan
Benefit Coverage periodicity for
Eveglass lenses:

Every year

Every six months
Every three months
Other, Describe

AN

Indicate Max Plan Benefit Coverage
amount for Eyeglass frames:

Select the Individual Maximum Plan
Benefit Coverage p eriodicity for
Eyeaglass frames:

Ewvery three years
Ewery two years
Ewery year

Ewvery six months
Ewery three months
Other, Describe

nEsRaReRo R

Indicate Max Plan Benefit Coverage
amount for Upgrades:

Select the Individual Maximum
Plan Benefit Coverage periodicity

Ewvery year

Ewvery six months
Ewvery three months
Other, Describe

AN
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 4

) PBP Data Entry System - Section D, Contract ¥0001, Plan 001, Segment 000 — O
File Help
’ o » Go To: [EEETENEE
- Exit Exit (No

Previous Next (validate) Validate)

Is there a service-specific Maximum Enrollee Out-of-Pocket Cost? Indicate Minimum Coinsurance percentage for Medicare-cavered Indicate Minimum Coinsurance percentagefor Eyeglass frames:

 ves Bencfits: .

 No I

Select the Maximum Enrollee Out-of-Pocket Cost type: . . ~ -

Indicate Maximum Coinsurance percentage for Medicare-covered Indicate Maximum Coinsurance percentage for Eyeglass frames:
" Covered under Eye Exams Category 17a Benefits
[ Plan-specified amount per period

.
.

Indicate Maximum Enrolles Out-of-Pocket Gost amount: Indicate Minimum Coinsurance percentage for Contactlenses: Indicate Minimum Coinsurance percentage for Upgrades:

.
.

Select Maximum Enrollee Out-of-Pocket Costperiodicity:

€ Every thres years Indicate Maximum Coinsurance percentage for Contact lenses: Indicate Maximum Goinsurance percentagefor Upgrades:
" Every two years
" Every year

" Every six months

" Every three months Indicate Minimum Coinsurance percentage for Eyeglasses (lenses
" Other, Describe and frames):

:
.

.

Is there an enrollee Coinsurance?

© Yes
 No

Indicate Maximum Coinsurance percentage for Eyeaglasses (lenses
and frames):

.

Select which Eyewear Benefits have a Coinsurance (Select all that
apply):

[ Medicare-covered Benefits

[ Contactlenses

r Evealasses (lenses and frames)

r Eyealass lenses

r Eyealass frames

I Upgrades

Indicate Minimum Coinsurance percentage for Eyeglass lenses:

.

Indicate Maximum Coinsurance percentagefor Eyeglass lenses:

.
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 5

Is there an enrollee Deductible?

© Yes
 No

Indicate Deductible Amount:

|s there an enrollee Copayment?

€ Yes
 No

Select which Eyewear Benefits have a Copayment (Select all that
apply):

™ Medicare-coversd Bensfits

™ Contact lenses

v Eyeqglasses (lenses and frames)

r Eyeqlass lenses

™ Eyeglass frames

™ Upgrades

Indicate Minimum Copayment amount for Medicare-covered
Benefits:

Indicate Maximum Copayment amount for Medicare-covered
Benefits:

e

g PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Indicate Minimum Copayment amountfor Contactlenses:

Indicate Maximum Copayment amount for Contact lenses:

Indicate Minimum Copayment amount for Eyeglasses (lenses and frames):

Indicate Maximum Copaymentamount for Eyeglasses (lenses and frames):

Indicate Minimum Copayment amountfor Eyeglass lenses:

Indicate Maximum Copayment amount for Eyeglass lenses:

File Help
b ol b4 Go To: IStap—up#17b Eyewear - Base § j
) Exit Exit (No
Previous Next (Validate) Validate)

Indicate Minimum Copayment amount for Eyeglass frames:

Indicate Maximum Copayment amount for Eyeglass frames:

Indicate Minimum Copayment amountfor Upgrades:

Indicate Maximum Copaymentamount for Upgrades:
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CY 2021 PBP Data Entry System Screens

Step-up #17b Eyewear — Base 6

Softrams

ol PEP Data Entry System - Section D), Contract X0001, Plan 001, Segment 000

— O
File Help
’ o » eyl IvHll| Step-up #17b Eyewear - Base &
- Exit Exit (No
Previous Next (Validate) validate)

Is authorization required?

 ves
" Mo

Is a referral required for Eyewear?

 ves
 No

Eyewear Motes

MNote may include additional information to describe benefitin this service
category. Do notrepeat information captured in data enfry.

Motes:
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CY 2021 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 1

u! PBP Data Entry System - Section D, Contract X000, Plan 001, Segment 000

— O
File Help
’ o » Go To: Exams - Base 1
. Exit Exit [No
Previous Next (Vvalidate) Validate)

CLICK FOR DESCRIPTION OF BEMEFIT | Select Routine Hearing Exams periodicity

" Every three years
r

Even if you do not offer enhanced benefits, you must complete r Every two yzars

this section for your Medicare-covered Benefits. Every year
¢ Every six months
" Every three months
" Dtner, Describe

Does the plan provide Hearing Exams as a supplemental

benefit under Part C7 Select type of benefit for Fitting/Evaluation for
Hearing Aid:

 Yes

T Mo " Mandatory
" Optional

Select enhanced benefits:

[” Routine Hearing Exams Is this benefit unlimited for Fitting/Evaluation for

- Fitting/Evaluation for Hearing Aid Hearing Aid?
 Yes
Select type of benefit for Routine Hearing Exams: Mo, indicate number
" Mandatory
 Optional Indicate number for Fitting/Evaluation for

Hearing Aid:
Is this benefit unlimited for Routine Hearing Exams?

 ves

Select Fitting/Evaluation forHearing Aid periodicity:
Mo, indicate number

Every three years
Every two years
Every year

Every six months
Every three months
Other, Describe

Indicate number for Routine Hearing Exams

nleReReTele'

Softrams

CY2021 PBP — Section D
12/09/2019
CMS SENSITIVE INFORMATION - REQUIRES SPECIAL HANDLING

Page 63 of 77



CY 2021 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 2

a5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

— O
File Help
e » Go To: |ECEEatr Y]
. Exit Exit (No
Previous Next (Validate) Validate)

Is there a service-specific Maximum Plan Benefit Is there a service-specific Maximum Indicate the Minimum Coinsurance percentage far
Coverage amount? Enrollee Out-of-Pocket Cost? Medicare-covered Benefits:
" Ves " Yes I
 No Mo
R Indicate Maximum Enrollee Out-of-Pocket Indicate the Maximum Coinsurance percentage for
Does the Maximum Plan Benefit Coverage amount Medicare-covered Bencfits:
; : Cost amount: .
apply to In-network services only OR does itapply

to both In-network and Out-of-network services? |

:

" In-network services anby

' BothIn-network and Out-of-network services (S;ZI;M ;‘_:a:‘;l":g Enrollee Out-of-Pocket Indicate Minimum Coinsurance percentage for
R R P ) Routine Hearing Exams:
Indicate Maximum Plan Benefit Coverage amount: " Every thres years I—

= Every two years
[ Every year
~
~

i Indicate Maximum Coinsurance percentage for
Seln_ect?h_e Maximum Plan Benefit Coverage Every six months Routine Hearing Exams: P 9
periodicity: Every three maonths
[ Other, Describe I

" Every three years

" Every two years Is there an enrollee Coinsurance?

fall= Indicate Minimum Coinsurance percentage for

Very yfear " es Fitting/Evaluation for Hearing Aid:
7 Every six months ™ No
i~ Every three months I
elect which Hearing Exam Benefi avea
Other, Describe Select which H i Ex Benefits h
Coinsurance {Select all thatapply):

e th e Deductible? I~ Medicare-covered Benefits Indicate Maximum Coinsurance percentage for
s there an enrollee Deductible?

Fitting/Evaluation for Hearing Aid:
I~ Routine Hearing Exams 9 9
7 Yes

|_ Fitting/Evaluation for Hearing Aid
" No

|

Indicate Deductible Amount:
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CY 2021 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 3

ol PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrment 000

File Help

ot » Go To:

4 > Exit Exit (No

Previous Next (Validate) Validate)
Is authorization required?

Is there an enrollee Copayment?

i ves " ves
" No " MNo
Select which Hearing Exam Benefits have a Copayment (Select all that apply):
I Medicare-covered Benefits Is a referral required for Hearing Exams?
I” Routine Hearing Exams 7 Yes
" No

- Fitting/Evaluation for Hearing Aid
Indicate Minimum Copayment amountfor Medicare-covered Ben efits:

Indicate Maximum Copayment amount for Medicare-covered Benefits:
Indicate Minimum Copayment amount for Routine Hearing Exams:

Indicate Maximum Copayment amount for Routine Hearing Exams:
Indicate Minimum Copaymentamountfor Fitting/Evaluation forHearing Aid:

Indicate Maximum Copayment amount for Fitting/Evaluation for Hearing Aid:
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CY 2021 PBP Data Entry System Screens

Step-up #18a Hearing Exams — Base 4

ul PEP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
‘ ’ w » Lefvl [Vl | Step-up #18a Hearing Exams - Base 4
. Exit Exit (No
Previous Next (validate) Validate)

Hearing Exams Motes
Mote may includ e additional information to describe benefitin this service category. Do notrepeatinformation captured in data entry.

Motes:

Softrams
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Step-up #18b Hearing Aids -Base 1

CY 2021 PBP Data Entry System Screens

File Help

> S

Previous Next (Validate)

Exit [No
Validate)

) PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

Go To:

CLICK FOR DESCRIFTION OF BENEFIT |

Does the plan provide Hearing Alds as a
supplemental benefit under Part C7

 es
" No

Select enhanced benefits

[~ Hearing 4ids (alltypes)

r Hearing Aids - Inner Ear

[~ Hearing Aids - Outer Ear
r Hearing Aids - Over the Ear

Select type of benefit for Hearing Aids (all types):

Select type of benefit for Hearing Aids - Inner Ear:

" Mandatory
" Optional

" Mandatory
" Optional

Select type of benefit for Hearing Aids - Quter Ear:

Is this benefitunlimited for Hearing Aids (all types)?

|5 this benefit unlimited for Hearing Aids - Inner Ear?

" Mandatory
" Optional

‘(" Yes

" Mo, indicate number

" No, indicate number

‘(" Yes

Indicate quantity for Hearing Aids (all types):

Select Hearing Aids (all types) periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
" Other, Describe

sl lelols]

Indicate quantity for Hearing Aids - Inner Ear:

SelectHearing Aids - Inner Ear periodicity

" Every three years
' Every two years

s Every year

" Every six months
" Every three months
" Other, Describe

Is this benefit unlimited for Hearing Aids - Outer Ear?

© ves
" No, indicate number

Indicate quantity for Hearing Aids - Outer Ear:

Select Hearing Aids - Outer Ear periodicity:

Every three years
Every two years
Every year

Every six months
Every three months
" Other, Describe

AN
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CY 2021 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 2

Softrams

sl PBP Data Entry Systern - Section D, Contract 20001, Plan 001, Segment 000
File Help

» S

Previous Next (Validate)

Exit (No
Validate)

Select type of benefit for Hearing Aids - Over the Ear: Does the Maximum Plan Benefit Coverage Amount apply per sar

or for both ears combined?
" Mandatory
i Optional " Per ear
" One single ear
Is this benefit unlimited for Hearing Aids - Overthe Ear? " Both ears combined
" ves

Select the Maximum Plan Benefit Coverage type:
[ Mo, indicate number

" Covered under Hearing Exams Category - 13a
("'Plan-speciﬁedamuuntperperiud
Indicate gquantity for Hearing Aids - Overthe Ear:
Does the Maximum Plan Benefit Coverage amount
apply to In-network services only OR does itapply
to both In-network and Out-of-network services?

Select Hearing Aids - Over the Ear periodicity: " In-network services only

" Ewery three years " Both In-network and Out-of-network services

7 Ewery two years Indicate Maximum Plan Benefit Coverage amount:
[ Every year

" Every six months

¢~ Every three months

" Other, Describe Indicate Maximum Flan Benefit Coverage periodicity:

Every three months
Other, Describe

Is there a service-specific Maximum Plan Benefit ((: Every three years
Coverage amount? Every two years
~ e Every year
ves " Every six months
" No ~
~

CY2021 PBP — Section D
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CY 2021 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 3

a.! PBP Data Entry Systermn - Section D, Contract X000, Plan 001, Segrment 000

File Help
[ ol =
" Exit Exit (No
Previous Next (validate) Validate)

Is there a service-specific Maximum Enrclles Out-of-
Pocket Cost?

i ves
Mo

Select the Maximum Enrollee Out-of-Pocket Cost type:

" Covered under Hearing Exams Category - 18a
("'Planfspeciﬁedamountperperiod

Indicate Maximum Enrollee Out-of-Pocket Cost amount:

Select Maximum Enrollee Out-of-Pocket Cost
periodicity:

Ewvery three years

Ewery two years

Ewvery year

Ewery six months

Ewery three months

Dther, Describe

BlsleTelele]

Is there an enrollee Coinsurance?

i ves
Mo

Selectwhich Hearing Aids Benefits have a Coinsurance
[Select all that apply):

- Hearing Aids - Inner Ear
— Hearing Aids - Quter Ear
- Hearing Aids - Ower the Ear

Go To: |EEaEa Rt

Indicate Minimum Coinsurance percentage for
Hearing Aids (all types):

|

Indicate Maximum Coinsurance percentage for
Hearing Aids (all types):

I

Indicate Minimum Coinsurance percentage for
Hearing Aids - Inner Ear:

I

Indicate Maximum Coinsurance percentage for
Hearing Aids - Inner Ear:

I

Indicate Minimum Coinsurance percentage for
Hearing Aids - Quter Ear:

I

Indicate Maximum Coinsurance percentage for
Hearing Aids - Outer Ear:

I

Indicate Minimum Coinsurance percentage for
Hearing Aids - Over the Ear:

Indicate Maximum Coinsurance percentage for
Hearing Aids - Owver the Ear:
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CY 2021 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 4

File Help
o P4
. Exit Exit (No
Previous Next (Validate) Validate)

|s there an enrollee Copayment?

7 VYes
" No

Select which Hearing Aids Benefits have a Copayment
(Select all that apply):

™ Hearing &id - Inner Ear
- Hearing Aid - Outer Ear
™ Hearing Aids - Over the Ear

Indicate Minimum Copayment amount per Hearing Aid
(all types):

Indicate Maximum Copayment amount per Hearing Aid
(all types):

Indicate Minimum Copayment amount per Hearing Aid -
Inner Ear:

Indicate Maximum Copayment amount per Hearing Aid -
Inner Ear:

Indicate Minimum Copayment amount per two Hearing Aids -
Inner Ear:

Indicate Maximum Copayment amount per two Hearing Aids -
Inner Ear:

a5l PEP Data Entry Systemn - Section D, Contract X0001, Plan 001, Segrment 000

Go To: p-up #18b Hearing Aids - Base 4

Indicate Minimum Copayment amount per Hearing Aid - Is there an enrollee Deductible?

Outer Ear:
 es
' No
Indicate Maximum Copayment amount per Hearing Aid - Indicate Deductible Amount:
Outer Ear:
Indicate Minimum Copayment amount per two Hearing Aids -
Outer Ear:

Indicate Maximum Copayment amount per two Hearing Aids -
Outer Ear:

Indicate Minimum Copayment amount per Hearing Aid -
Over the Ear:

Indicate Maximum Copayment amount per Hearing Aid - Over
the Ear:

e —

Indicate Minimum Copayment amount per two Hearing Aids -
Over the Ear:

Indicate Maximum Copayment amount per two Hearing Aids -
Over the Ear:
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CY 2021 PBP Data Entry System Screens

Step-up #18b Hearing Aids -Base 5

Softrams

ol PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000
File Help

> o

Previous Next (Validate)

Exit (No
Validate)

Is authorization required?

" ves
Mo

Is a referral required for Hearing Aids?
 Yes
" Mo

Hearing Aids Motes

Mote may include additional information to describe benefitin this service
category. Do not repeat information captured im data enfry.

Motes:
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CY 2021 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 1

5! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment D00 — [m}
File Help
’ wi ¥ Go To:
. Exit Exit (No
Previous Next (Validate) Validate)
CLICK FOR DESCRIPTION OF BEMEFIT | Enter Name of Other Service: |5 there a service-specific Maximum Plan Benefit
Coverage amount?
Does the plan provide Chiropraciic Services as a " es
supplemental benefit under Part C7 Mo
Select type of benefit for Other Service:
i Yes Indicate Maximum Plan Benefit Coverage amount
© No " Mandataory
" Optional
Select enhanced benefit: i indicity:
I Routine Care s this benefit unlimited for Other Service? Select Maximum Plan Benefit Coverage periodicity:
™ Other © ves " Every three years
Mo, indicate number € Everytwo years
Select type of benefit for Routine Care: o Every year
r
" Mandatory Indicate number of visits for Other Service: ~ Every sixmonins
" Optional Every three months
" QOther, Describe
I5 this benefitunlimited for Routine Care?
Select Other Service periodicity:
€ ves E th Is there a service-specific Maximum Enrollee Out-of.
" Mo, indicate number VEMY Tree years : -
" Every two years Pocket Cost?
Indicate number of visits for Routine Care: " Every year  ves
" Every six months " No
o Every three months . .
' Other Describe Indicate Maximum Enrollee Out-of-Pocket Cost amount:
Select Routine Care periodicity:
&
~ Every three years Select the Maximum Enrollee Out-of-Pocket Cost
- Every two years periodicity:
VETY YEED
 Every six months :: Every three years
[ Every three months ~ Every two years
" Other, Describe Every year
" Every sixmonths
" Every three months
[ Other, Describe
Is your Chiropractor Services benefit combined
with either the Acupuncture or Alternative
Therapies benefit, or both?
© Yes
" He
Select the enhanced benefits that are included
in the combined benefit (Select all that apply):
I Routine Care
[~ Other
Z|
Softrams CY2021 PBP — Section D
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CY 2021 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 2

5! PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000 — O
File Help
> < x
. Exit Exit (No
Previous Next (validate) Validate)

Is therean enrollee Coinsurance? Is there an enrollee Copayment? Is there an enrolles Deductible?

" Yes " Yes " Yes
" Mo " Mo " Mo

Selectwhich Chiropractic Services have a Coinsurance
(Select all that apply):

I~ Medicare-covered Chiropractic Services
[ Routine Care
[~ Other

Indicate Minimum Coinsurance percentage per visitfor
Medicare-covered Benefits:

:

Indicate Maximum Coinsurance percentage per visit for
Medicare-covered Benefits:

:

Indicate the Minimum Coinsurance percentage per visit
for Routine Care:

:

Indicate the Maximum Coinsurance percentage per visit
for Routine Care:

:

Indicate the Minimum Coinsurance percentage per visit
for Other Service:

:

Indicate the Maximum Coinsurance percentage per visit
for Other Service:

:

Selectwhich Chirepractic Services have a Copayment
(Select all that apply):

r Medicare-covered Chiropractic Servicss
[ Routine Care
[~ Other

Indicate Minimum Copayment amount for Medicare-
covered Benefits:

Indicate Maximum Copayment amount for Medicare-
covered Benefits:

Indicate Minimum Copayment amount per visit for
Routine Care:

Indicate Maximum Copayment amount per visit for
Routine Care:

Indicate Minimum Copayment amount per visit for Other
Service:

Indicate Maximum Copayment amount per visit for
Other Service:

Indicate Deductible Amount:

Is authorization required?

" Yes
" Mo

Is areferral required for Chiropractic Services?

 ves
" Mo
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CY 2021 PBP Data Entry System Screens

Step-up #7b Chiropractic Services — Base 3

o= PBP Data Entry System - Section D, Contract X001, Plan 001, Segment D00 — [m}
File Help
’ wi ¥ LTy NIl | Step-up #70 Chiropractic Services - Base 3
9 Exit Exit (No
Previous Next (Validate) Validate)

Chiropractic Services Notes

Note may include additional information to describe benefitin this service category. Do not repeatinformation captured in data entry.

Notes:
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CY 2021 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 1

Softrams

File Help
> o
Exit
Previous Next (validate)

CLICK FOR DESCRIPTION OF BENEFIT |

Does the plan provide Podiatry Services as a
supplemental benefit under Part C7

T Yes
" No

Select enhanced benefits:
[~ Routine Foot Care

Select type of benefit for Routine Foot Care:

' Mandatary
" Optional

Is this benefit unlimited for Routine Foot Care?
" Yes
" No

Indicate number of Routine Foot Care visits:

= PBP Data Entry System - Section D, Contract X0001, Plan 001, Segment 000

i Go To:
Exit (No
Validate)

Selectthe Routine Foot Care periodicity:

™ Every three years

™ Every two years

™ Every year

" Every six months

" Every three months

" Other, Describe

Is there a service-specific Maximum Plan Benefit
Coverage amount?

 Yes

" No

Indicate Maximum Plan Benefit Coverage amount:

Select Maximum Plan Benefit Coverage periodicity:

™ Every three years
(" Every two years

" Every year

¢ Every six months
™ Every three months
" Other, Describe

Is there a service-specific Maximum Enrollee Out
-of-Pocket Cost?

 ves
" No

Indicate Maximum Enrollee Out-of-Pocket Cost
amount:

Select the Maximum Enrollee Out-of-Pocket
Costperiodicity:

” Every three years

« Every two years

" Every year

" Every six months

" Every three months

" Other, Describe

CY2021 PBP — Section D
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CY 2021 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 2

g5l PBP Data Entry System - Section D, Contract X0001, Plan 001, Segrent 000 — O
File Help
’ i » Go To:
- Exit Exit (No
Previous Next (Validate) Validate)
Is there an enrollee Coinsurance? Is there an enrollee Copayment?
T Yes 7 Yes
" No £ Ne
Select which Podiatry Services have a Coinsurance (Selectall thatapply): Select which Podiatry Services have a Copayment (Select all that apply):
[ Medicare-covered Podiatry Services [ Medicare-covered Podiatry Services
[ Routine Foot Care ™ Routine Foot Care
Indicate Minimum Coinsurance percentage for Medicare-covered Benefits: Indicate Minimum Copaymentamount pervisitfor Medicare-covered Benefits:
Indicate Maximum Coinsurance percentage for Medicare-covered Benefits: Indicate Maximum Copayment amount per visitfor Medicare-covered Benefits:
Indicate Minimum Coinsurance percentage for Routine Foot Care: Indicate Minimum Copayment amount per visitfor Routine Foot Care:
Indicate Maximum Coinsurance percentage for Routine Foot Care: Indicate Maximum Copayment amount pervisit for Routine Foot Care:

:

Is there an enrollee Deductible?

 Yes
" No

Indicate Deductible Amount:
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CY 2021 PBP Data Entry System Screens

Step-up #7f Podiatry Services — Base 3

a! PBP Data Entry System - Section D, Contract X0D01, Plan 001, Segment 000

— O
File Help
[ i »
. Exit Exit (No
Previous Next (Validate) Validate)

Is authorization required?

T Yes
Mo

Is a referral required for Podiatrist Services?
T Yes ‘

Mo

Podiatry Services Motes

Mote may include additional information to describe benefitin this service
category. Do not repeat information captured in data entry.

Motes:
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